I
nfection, inflammatory disease, and neoplasia are possible causes of a chronically painful red swollen nose. In Britain neoplasia is the diagnosis most likely to be considered first. (see box 1). Most of the bacterial and fungal causes are rare and usually affect other parts of the body as well as the nasal passages. The same is also true of the protozoal infection leishmaniasis. Involvement of the nose in this disease is extremely rare outside Central and South America.
CASE REPORT
A 69 year old British expatriate returned from Malaga in Spain where he had lived for the last five years. He complained of nasal obstruction, crusting with a mucopurulent discharge, pain, hyposmia, and occasional epistaxis. On examination his nose was red and swollen (see fig 1) with granular mucosa in the left nasal vestibule. The nose was very tender preventing further examination. He was apyrexial. Systemic examination did not reveal any further cutaneous lesions, enlarged lymph nodes, or hepatosplenomegaly. Similarly the full blood count, urea and electrolytes, liver function tests, and chest radiograph were within normal limits.
Computed tomography of the paranasal sinuses showed only mucosal hypertrophy with a possible soft tissue mass in the inferior part of the nasal septum but no evidence of bony destruction. Cultures of a nasal swab grew Staphylococcus aureus and oral flucloxacillin was prescribed.
An examination under anaesthetic showed no discrete mass but a biopsy of the nasal septum revealed inflammatory cells, macrophages, and mature B and T lymphocytes. Many of the macrophages contained intracytoplasmic parasites which on staining with Giemsa were identified as amastigotes of Leishmania spp (fig 2) . Using polymerase chain reaction amplification the infecting organism was identified as Leishmania infantum. The serum leishmania direct agglutination test, agglutination, and K-39 antibody tests were negative. Bone marrow aspirate and trephine showed no evidence of any dissemination of leishmaniasis.
At this point the patient discovered his neighbour's dog (in Malaga) was suffering from leishmaniasis and the veterinary surgeon treating the animal confirmed that canine infection with leishmania was very common in Malaga.
The patient began treatment with liposomal amphotericin B. He received two weeks of treatment at a dose of 3 mg/kg with partial regression of the lesion. He relapsed as soon as • Tuberculosis.
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• (Sarcoma). Inflammatory/vasculitis • Wegener's granulomatosis. treatment was discontinued and had a further two courses of treatment. He failed to respond to treatment and died two months after presentation with renal impairment and nosocomial pneumonia. Further investigations for immunodeficiency, including HIV testing were all negative.
DISCUSSION
Infection by protozoa haemoflagates of the genus leishmania can cause a wide range of clinical syndromes which are grouped together as visceral, cutaneous, or mucocutaneous disease.
1 Imported leishmania infection is on the increase as a result of increased travel to endemic areas and adventure tourism.
There are at least 30 species of leishmania of which 12 named and several un-named affect man. 2 The protozoa are intracellular (amastigote) in rodents and dogs, which act as a reservoir, and there is an extracellular form (promastigote) in sandflies, which are the vector.
The mucocutaneous form of the disease is almost exclusively restricted to South America where it is known as espundia. Untreated, this can lead to gross nasal oral and laryngopharyngeal destruction and death. All reported cases in the UK have been in travellers from South America. 3 4 The protozoon responsible is commonly L braziliensis, and rarely L panamensis or L guyanesis, which are only found in South America.
Infection in the Mediterranean is usually caused by L infantum, leading to visceral and less commonly cutaneous lesions, usually in children under 5. In 1990 the World Health Organisation stated that mucocutaneous infection due to L infantum was unknown. 1 However, two cases of midfacial granuloma caused by leishmania were reported from France in 1990 5 and in 1991 a case of lingual and palatine infection by L infantum was described in a 60 year old man from Sardinia. 6 The incidence of L infantum infection in Southern Europe has increased over recent years, largely resulting from HIV coinfection; however, even in this group of patients mucocutaneous disease is very rare. 7 The reservoir for infection in Southern Spain is the dog and over three quarters of dogs in Malaga show signs of infection (personal communication, 1999) . As this case illustrates Mediterranean subtypes can rarely cause the "New World" forms of this disease. Southern Spain is a very common British tourist destination. The risk of developing leishmaniasis is low but other similar cases have occurred (personal communication, Liverpool School of Tropical Medicine).
The treatment options for invasive leishmania infection include pentavalent antimonials in a conventional treatment regimen of 20 mg antimony/kg/day for 30 days, paromomycin (which may be combined with antimonials), and amphotericin B in conventional or liposomal formulations. 8 9 Resistance to antimonials is becoming an increasing problem, particularly for L donovani, but remains rare in L infantum. This patient was treated with liposomal amphotericin B which is concentrated in macrophages and has excellent antileishmanial activity with lower toxicity than amphotericin B of antimonials. Nevertheless the infection proved very resistant to treatment. And the patient relapsed once treatment was discontinued.
Leishmania infection should be included in the differential diagnosis of tourists who perhaps, months later, develop painless cutaneous ulcers or hepatosplenomegaly. 
